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SUMMARY 


Problem 

Stacks  in  tne  United  States  often  are  cnaracteri zed  as  oeing  at  nign  risk  for  numerous 
disorders  sucn  as  nypertension,  diabetes,  asthma,  scni zonpren i a ,  depression,  and  certain 
neoplasms.  Much  of  this  risk  is  typically  attributed  to  socioeconomic  and  sociocultural 
factors  including  lot*  socioeconomic  status,  differential  access  to  nealtn  care  facilities, 
and  cultural  beliefs  and  practices  regarding  stress  and  illness.  with  the  dramatic 
increase  of  Blacks  in  tne  U.S.  Navy  in  recent  years,  there  is  a  critical  need  to  assess 
tne  health  status  of  this  group  of  enlisted  personnel. 

Object! ve 

The  objective  of  tnis  study  was  to  determine  if  there  were  any  significant  racial  group 
differences  in  the  health  status  among  enlisted  Navy  personnel  and  what,  if  anytning, 
sociocultural  factors  contribute  to  these  differences. 

Approach 

A  cross-sectional  study  of  all  Black  and  Caucasian  enlisted  males  in  the  U.S.  Navy  between 
1974  and  1979  was  conducted.  Hospitalization  rates  for  these  two  racial  groups  were 
computed  for  sixteen  major  ICOA-8  diagnostic  categories  and  several  individual  diagnoses. 
Comparisons  were  made  using  a  risk  ratio  of  Blacks  to  Caucasians.  Hospital  admission 
rates  were  also  computed  on  the  basis  of  year  hospitalized,  age,  education  and  occupation. 

Results 

Tne  data  Indicate  that  tne  health  status  of  Black  enlisted  males  has  Improved  considerably 
in  the  past  decade,  with  a  reduction  in  overall  hospital  admissions  from  l,41j  per  1U.UU0 
men  in  1973-1975  to  988.9  per  10,000  men  in  1979.  Overall  hospital  admissions  rates  among 
Caucasian  enlisted  males  in  the  same  period  declined  from  1,109  per  10,000  men  to  985.3 
per  10,000  men.  In  the  six  year  period,  significant  differences  in  hospital  admissions 
rates  between  Blacks  and  Caucasians  occurred  in  seven  of  the  sixteen  diagnostic  categories 
examined:  accidents,  poisonings  and  violence;  mental  disorders;  diseases  of  the  skin  and 
subcutaneous  tissue;  diseases  of  the  genitourinary  system;  symptoms  and  ill-defined 
conditions;  supplementary  classifications;  and  diseases  of  the  musculoskeletal  system,  in 
five  of  these  categories.  Blacks  displayed  significantly  higher  rates  of  nospital 
admissions  while  Caucasians  had  greater  rates  of  admissions  for  diseases  of  the  skin  ano 
suocutaneous  tissue,  and  accidents,  poisonings  and  violence. 

Various  demographic,  sociocultural  and  socioeconomic  characteristics  including  age, 
education,  mental  group  status,  and  occupation  were  found  to  account  for  part  of  tne 
elevated  risks  for  different  diseases  among  the  vartous  subgroups  of  eacn  racial  group. 
In  most  cases,  there  were  no  significant  differences  between  the  two  racial  groups  once 
tnese  other  character  1 s 1 1  cs  were  controlled.  Race,  however,  continued  to  predict  for 
mental  disorders  (particularly  psychoses),  diseases  of  tne  geni tour i nary  system  (mostly 
circumcisions),  diseases  of  tne  skin  and  subcutaneous  tissue,  and  accidents,  poisonings 
and  violence.  Independent  of  these  other  variables.  Mucn  of  tnese  differences  could  oe 


attributed  to  differential  access  to  modern  neaitn  care  systems  prior  to  enlistment, 
expectations  of  Navy  life,  and  eul tural ly -i nf I uenced  beliefs  and  practices  regarding 
stress  and  illness. 


Conclusion 

The  findings  suggest  that  enlistment  in  the  Navy  nas  resulted  in  certain  improvements  in 
the  nealth  status  of  Black  male  personnel,  in  contrast  to  their  civilian  counterparts. 
One  notaole  finding  was  that  enlisted  men  of  both  races  who  are  unable  to  meet  tneir 
expectations  in  low-status  jobs  were  at  great  risk  for  hospitalization.  This  was  parti¬ 
cularly  true  of  college-educated  Blacks,  Caucasian  recruits  in  unspecialized,  apprentice- 
snip  occupations,  and  Caucasian  hospital  corpsmen.  The  discrepancy  between  expectations 
and  current  status  may  prove  to  be  a  major  risk  factor  underlying  the  nealth  status  and 
performance  of  all  Navy  personnel. 

Becommendations 

The  findings  suggest  certain  revisions  in  the  nature  of  low-status  occupations  and  tne 
promotion  of  educational  programs  dealing  with  tne  health  risks  of  certain  behavioral 
traits  and  lifestyles  among  enlisted  personnel.  Further  studies  involving  multivariate 
analyses  and  prospective  designs  of  other  ethnic  groups  represented  in  the  u.S.  Navy  also 
are  recommended. 
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Health  Risks  Among  Enlisted  Niles  In  the  u.S.  Navy:  Rice  and 
Ethnicity  is  Cornlites  of  Hospitil  Admissions 

dlicks  ire  joining  tne  U.S.  military  in  ever  increasing  numbers.  In  tne  last  ten  years, 
tne  percentage  of  Blacks  among  U.S.  Navy  enlisted  personnel  nas  increased  from  d.2  percent 
in  1973  to  approx  1 mately  12  percent  today.  With  this  increase,  tnere  is  a  critical  need 
to  assess  tne  malth  risks  specific  to  this  racial  group  in  order  to  provide  data  for 
nealtn  c are  personnel  and  policy-makers  alike.  This  need  stems  from  tne  fact  that  Blacks 
In  tne  general  population  display  a  high  relative  risk  for  numerous  diseases,  including 
sickle  cell  anemia,  hypertension,  schi zophreni a ,  accidents,  diaoetes  mellitus,  cirrhosis 
of  the  liver,  infant  mortality,  homicide,  nephritis  and  nephrosis,  congenital  anomalies, 
and  certain  neoplasms  such  as  cancers  of  the  prostate,  esophagus,  stomacn,  pancreas  and 
lung.  While  genetic  factors  underlie  much  of  tnis  disease  risk,  soc i ocu 1 1 ura  I  factors 
also  are  Involved  in  the  etiology  and  distribution  of  these  disorders. 

Two  general  sociocultural  factors  are  often  identified  as  responsible  for  contravai 1 ing 
patterns  of  disease  risk  among  Blacks.  Une  factor  is  the  differential  access  to,  and 
utilization  of,  health  care  facilities,  which  often  entails  underutilization  of  existing 
services  or  prolonged  delays  in  seeking  treatment.  This  underutilization  has  tne  effect 
of  lomering  Incidence  and  prevalence  rates  while  increasing  tne  number  of  severe  disease 
episodes  among  certain  social  groups.  It  has  been  estimated  that  between  70  and  90 
percent  of  all  sal f -recogni zed  episodes  of  sickness  among  members  of  all  ethnic  groups  in 
the  united  States  are  managed  exclusively  outside  tne  formal  health  care  system  (1).  In 
all  cases  of  sickness,  the  ‘popular*  and  ‘folk*  sectors  (se  1  f -t reat ment ,  family  care, 
self-help  groups,  religious  practitioners,  and  so  on)  provide  a  substantial  portion  of 
nealth  care  (2).  The  choice  of  treatment  Is  based  on  a  set  of  cultural  traditions 
regarding  the  type  and  severity  of  the  illness  and  the  efficacy  of  each  form  of  treatment. 
Differences  in  utilization  of  the  mainstream  health  care  system  based  on  income,  accessi¬ 
bility  of  medical  care,  residential  segregation,  language,  and  education  nave  also  been 
noted  in  several  studies  (3-4).  Because  assessments  of  health  risks  are  often  obtained  by 
using  hospital  admissions,  a  spurious  association  could  be  obtained  between  various 
diseases  and  racial  or  ethnic  group  status  If  the  racial  or  ethnic  groups  under  study  do 
not  snare  tne  same  probability  of  hospital  admission  with  or  without  the  disease  (5). 

A  second  sociocultural  factor  contributing  to  different  health  risks  among  racial  or 
etnnlc  groups  is  the  stress-related  character  of  many  of  these  disorders.  Diseases  such 
as  hypertension  (6-7),  mental  disorders  (8-9),  diabetes  (10),  asthma  (11)  and  even  certain 
neoplasms  (12-13),  are  believed  to  be  aggravated  by  social,  psychological  and  environ¬ 
mental  stressors.  The  nigh  rates  of  stress-related  disorders  among  Blacks  in  tne  United 
States  are  usually  attributed  to  a  di sadvantaged  position  in  the  social  structure  and  the 
chronic  social  stressors  associated  with  that  position.  Prejudice,  discrimination  and  low 
socioeconomic  status  are  seen  as  stressors  wnicn  place  Blacks  at  nigner  risk  for  disease 
episodes.  Several  studies  nave  demonstrated  a  reiationsnip  between  socioeconomic  status 
(SES)  and  Illness,  especially  in  the  case  of  prostatic  cancer  (14),  nypertenslon  ,15-lb), 
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depression  (17)  and  scni zopnreni a  (Id)  as  well  as  morbidity  in  general  (Id).  once  socio¬ 
economic  states  Is  controlled  for,  racial  distinctions  tend  to  disappear  (20). 

In  addition  to  low  socioeconomic  status,  culturally-influenced  beliefs  and  practices  are 
also  believed  to  contribute  to  racial  group  differences  in  stress  and  st ress -re I ated 
illness.  Cultural  factors  may  influence  tile  relationship  between  stress  and  disease  in 
several  ways.  For  example,  the  degree  of  exposure  to  activities  and  events  viewed  as 
stressful  may  oe  affected  by  the  residence  patterns,  kinship  patterns,  and  religious 
beliefs  of  a  particular  etnnic  group.  The  cognitive  appraisal  of  these  events  and  tne 
degree  to  which  they  are  considered  stressful  also  are  based  on  cultural  patterns  of 
belief  and  benavior  (21).  Furthermore ,  different  cultures  provide  tneir  members  with 
different  sets  of  coping  strategies  designed  to  manage  particular  stress  situations  and 
prevent  them  from  resulting  in  illness.  These  may  include  somat 1 zat 1  on ,  smoking  or 
drinking,  eating,  membership  in  social  organ! zat 1 ons  or  kin  groups,  and  so  on.  Finally, 
cultural  values  influence  tne  consequences  of  stress  on  Individuals  in  terms  of  Illness 
benavior.  This  would  include  differences  in  the  expression  of  symptoms  such  as  pain  (22- 
23)  and  utilization  of  modes  of  treatment. 

Previous  researcn  has  indicated  that  these  factors  nay  also  contribute  to  certain  patterns 
in  the  health  status  of  Blacks  in  the  U.S.  Navy.  Hotberg,  Berard  and  Ernst  (24)  reported 
tnat  Black  enlisted  males  had  a  hospitalization  rate  of  1,413  per  10.00U  population  per 
year  compared  with  a  Caucasian  rate  of  1,109  per  10,000  between  1973  and  1975.  Blacks 
were  at  Highest  risk  for  mental  disorders,  diseases  of  the  digestive  system,  diseases  of 
tne  genitourinary  system,  diseases  of  blood  and  blood-forming  organs,  diseases  of  tne 
circulatory  system,  supplementary  classifications,  diseases  of  the  musculoskeletal  system, 
and  symptoms  and  ill-defined  conditions.  Possible  explanations  for  the  excess  risk 
Included  differences  in  occupation;  the  variables  of  age,  lengtn  of  service,  paygrade,  and 
General  Classification  Test  scores;  and  recruitment  policies  affecting  particular  racial 
groups.  The  results  suggest  that  nealth  status  is  affected  by  minority  status,  despite 
the  fact  that  all  the  minority  groups  do  not  uniformly  display  higher  rates  than 
Caucasians.  Un  the  other  hand,  a  study  of  drug  abuse  among  Navy  enlisted  personnel  (25) 
supports  the  hypothesis  tnat  nealth  status  is  related  to  culturally-determined  beliefs  and 
practices.  Hesearch  on  Black  and  Caucasian  enlisted  males  found  Caucasian  users  to  be 
expressing  new  varieties  of  delinquent  or  antisocial  behavior  'whi le  Blacks  followed  long- 
establisned  cultural  patterns  of  drug  use. 

All  military  enlistees  are  presumed  to  be  pnysically  fit  upon  entry  into  the  service.  If 
these  sociocultural  factors  are  Indeed  responsible  for  tne  high  risk  for  certain  diseases 
among  particular  etnnic  groups  in  tne  general  population,  however,  then  they  mtgnt  play  a 
role  in  affecting  the  health  status  of  Black  military  personnel.  while  previous  researcn 
suggests  such  a  role,  because  of  tne  lack  of  adequate  controls  on  possible  confounding 
variables  such  as  age  and  socioeconomic  status,  tnis  role  remains  undefined.  we  need  to 
know,  therefore,  if  there  are  any  significant  racial  group  differences  in  nealth  status 
among  U.S.  Navy  personnel  and  what,  if  anything,  soc 1 ocu I tura I  factors  contribute  to 
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these  differences.  This  Information  is  necessary  to  improve  tne  quality  or  primary  care 
as  »ell  as  to  mate  necessary  changes  in  policies  or  procedures  Hnicn  could  nelp  to  reduce 
tnese  nealtn  risks  and  improve  the  overall  effectiveness  of  tnese  military  personnel. 

In  addition  to  tne  specific  need  for  an  examination  of  racial  differences  in  nealtn  rtsxs 
among  Navy  personnel,  tnere  are  several  met nodol ogi ca I  advantages  to  a  study  of  tnis 
population  in  comparison  with  studies  of  nealtn  risks  among  Blacks  and  Caucasians  in  tne 
general  population.  First,  centralized  inpatient  records  exist  for  all  Navy  personnel 
from  1965  tnrougn  tne  present.  As  almost  all  hospi tal i zat i ons  for  Navy  personnel  ouring 
tnis  period  occurred  in  Navy  medical  facilities,  the  existing  records  can  be  considered 
fairly  complete.  Moreover,  tne  potential  bias  created  by  differentia)  access  to  different 
forms  of  medical  care,  a  common  problem  in  general  population  studies,  is  not  a  concern  in 
studies  of  Navy  personnel  as  the  same  health  care  system  is  available  to  all  Navy  per¬ 
sonnel.  Second,  the  U.S.  Navy  maintains  a  complete  census  count  of  its  personnel.  In 
general  population  studies,  a  common  source  of  bias  is  tne  frequent  underenumeration  of 
minorities  (26-27),  thus  inflating  rates  of  incidence  or  prevalence.  With  complete  census 
Information,  tnis  problem  is  avoided.  Tnird,  u i t n  respect  to  both  tne  number  of  Hospitali¬ 
zations  and  the  number  of  Navy  personnel  at  risk,  the  population  sizes  are  large  enougn  to 
produce  meaningful  rates,  allowing  for  tne  examination  of  a  number  of  characteri sties  suen 
as  race,  age,  education,  paygrade,  and  so  on. 

Tne  object  of  tnis  paper  is  to  provide  a  descriptive  account  of  nealtn  risks  among  Black 
and  Caucasian  enlisted  males  in  the  U.S.  Navy.  Racial  differences  in  hospital  admission 
rates,  controlling  for  specific  variables,  will  be  examined  using  data  from  a  cross- 
sectional  study  of  all  Black  and  Caucasian  enlisted  males  in  the  Navy  from  1974  to  1979. 
There  are  three  specific  objectives  in  this  study:  (1)  the  identification  of  any  excess 
risk  for  nospital  admissions  among  Black  enlisted  personnel  that  might  be  amenable  to 
medical  intervention  or  changes  in  Navy  policy  regarding  training  or  occupation,  (2)  tne 
development  of  new  hypotheses  regarding  tne  role  of  sociocultural  factors  in  stress- 
related  disorders,  and  (3)  the  development  of  hypotheses  suggesting  genetic  and  sociocul¬ 
tural  interaction  in  several  diseases. 

METHODS 

Hospital  admission  rates  were  computed  for  Caucasian  and  Black  enlisted  males  in  tne  u.p. 
Navy  over  tne  period  January  1,  1974  tnrougn  December  31,  1979.  Hospitalization  recoras, 
originally  collected  by  the  Navy  Medical  Data  Services  Center  in  Betnesda,  Maryland,  were 
edited  and  compiled  into  individual  medical  histories  for  research  purposes  at  tne  Naval 
Health  Research  Center,  San  Olego.  Tne  patient  population  Included  all  active  duty  Navy 
Caucasian  and  Black  enlisted  males  hospitalized  in  naval  medical  facilities  througnout  tne 
world  during  tne  1974-1979  period. 

Variables  examined  in  tnis  study  include  primary  diagnosis,  age,  sex,  race,  education, 
length  of  service,  paygrade,  occupation,  and  year  nospi t al t zed .  Diagnoses  were  in  accor- 


Stans  ■  Ei qntn  Key  1  si  on .  Sixteen  of  tne  eignteen  major  diagnostic  categories  were 
included  in  tne  study.  Two  categories--compl  ications  ol  pregnancy,  cnilooirtn,  and  tne 
puerperlum  and  certain  causes  of  perinatal  morbidity  and  morta I i ty --were  not  relevant  to 
tne  study.  because  tne  number  of  female  enlisted  personnel  was  insufficient  to  produce 
meaningful  rates  in  many  of  tne  vari abl e-spec i f i c  categories,  only  males  were  examined. 
Otner  ethnic  groups  in  the  U.S.  Navy,  including  Native  Americans.  Filipinos,  and  Asians, 
are  usually  grouped  Into  one  residual  category.  Inasmuch  as  tne  objective  of  tne  study 
was  to  examine  specific  sociocultural  factors  contributing  to  health  risxs,  this  "Otner' 
category  was  excluded  from  analysis. 

Hospital  admission  rates  were  expressed  as  tne  number  of  nospital  admissions  per  year  per 
10,000  men.  Kates  were  computed  for  tne  sixteen  major  diagnostic  categories  as  well  as 
individual  diagnoses,  although  only  selected  diagnoses  are  reported  here. 

Population  data  for  tne  total  Navy  and  for  tne  racial  groups  under  investigation  were 
compiled  from  data  files  obtained  from  tne  Manpower  and  Personnel  Management  Information 
System  (NHPC  15642).  As  tnis  data  base  contains  the  records  of  over  two  and  one  naif 
million  enlisted  personnel  on  active-duty  during  tne  study  period,  a  random  sample  was 
taken  to  derive  estimates  of  average  strength  per  year.  A  10  percent  sample  was  randomly 
selected  of  all  enlisted  males  in  tne  service  as  of  December  31  of  eacn  year,  from 
December  31,  1973  to  December  31.  1979.  For  eacn  study  year,  the  estimated  strength  at 
tne  beginning  of  tne  year  (Oacamber  31  of  the  previous  year)  and  tne  end  of  the  year  were 
multiplied  by  a  factor  of  ten  to  derive  a  100  percent  estimate,  summed  and  divided  in  naif 
to  provide  an  estimate  of  the  population  at  mid-year.  The  mid-year  populations  for  each 
of  the  six  years  were  then  summed  to  provide  a  total  strength  estimate  for  the  study 
period.  Relevant  demographic  variables  such  as  age,  paygrada,  length  of  service,  and 
education  were  extracted  to  produce  population  estimates  for  each  variable,  enabling  tne 
calculation  of  variable-specific  rates. 

Age-adjusted  rates  for  the  diagnostic  categories  and  specific  diagnoses  were  calculated 
using  the  direct  method.  The  standard  population  was  comprised  of  all  active-duty  male 
enlisted  personnel  in  the  U.S.  Navy  during  the  study  period.  Hospitalization  rates  also 
are  reported  for  subgroups  within  the  two  racial  groups  divided  on  the  basis  of  age,  year 
nospl tal 1  zed ,  occupation,  and  education,  because  of  tne  high  correlation  between  age, 
paygrade  and  lengtn  of  service,  specific  rates  for  the  latter  two  variables  are  not 
reported  nere.  The  rates  for  tne  groups  and  subgroups  of  blacks  and  Caucasians  were 
compared  to  obtain  an  estimate  of  relative  risk  by  taking  the  ratio  of  rates  for  Blacks  to 
rates  for  Caucasians.  Levels  of  significance  of  these  associations  were  obtained  using  gs 
percent  confidence  Intervals  or  tne  standard  cni-square  technique. 

One  qualification  to  this  study  is  tne  use  of  nospital  admissions  as  an  index  of  nealtn 
risk.  because  of  the  possibility  of  several  re-admissions  througnou'.  the  study  period, 
the  rates  reported  nere  snould  not  be  construed  as  a  measure  of  incidence.  This,  in  turn, 
limits  the  degree  to  which  rate  ratios  can  be  interpreted  as  estimates  of  relative  rlsx. 
However,  because  we  are  examining  a  behavioral  dimension  of  nealtn  risks  in  wnicn 


nospital ization  is  represented  as  a  cnoice  influenced  oy  cultural  traditions  and  values, 
tnis  measure  of  Health  risk  is  to  be  preferred  over  incidence  or  prevalence  data. 

RESULTS 


Hospital  Admission  Rates 

During  the  study  period,  279,265  enlisted  males  Here  hospitalized  in  Navy  medical  facili¬ 
ties,  of  Hhich  244,104  Here  Caucasian  and  27,936  Here  Black.  The  total  population  of 
enlisted  males  in  the  U.S.  Navy  during  this  sane  period  averaged  447,041  per  year.  Tne 
number  of  male  Caucasians  averaged  381,196  per  year  and  the  number  of  male  Blacks  averaged 
38,732  per  year. 


Table  1  provides  a  distribution  of  the  percentage  of  hospital  admissions  by  diagnostic 
category  for  the  tno  racial  groups.  As  can  be  seen  from  this  table,  the  largest  per¬ 
centage  of  hospitalizations  for  both  racial  groups  Here  in  the  diagnostic  categories  of 
accidents,  poisonings,  and  violence  and  mental  disorders.  Analyses  of  the  z  scores  of  tne 
proportion  of  each  diagnostic  category  to  total  hospitalizations  for  the  tHO  racial  groups 
indicate  that  Blacks  and  Caucasians  differ  significantly  in  the  distribution  of  diagnostic 

Table  1 

Percent  of  Hospital  Admissions  by  Diagnostic  Croup 
and  Race.  Enlisted  Hales  1974-1979 


Diagnostic  Group 

Accidents,  Poisonings  and  Vlotence 

Mental  Ulsorders 

Diseases  of  the  Respiratory  System 

Diseases  of  the  Digestive  System 

Diseases  of  the  Musculoskeletal 
System  and  Connective  Tissue 

Infective  and  Parasitic  Diseases 

Diseases  of  the  Skin  and 
Subcutaneous  Tissue 

Symptoms  and  111 -Defined  Conditions 

Diseases  of  the  Genitourinary  System 

Supplementary  Cl assi f icat 1 ons 

Diseases  of  the  Circulatory  System 

Otseases  of  the  Nervous  System 
and  Sense  Organs 

Neoplasms 

Congenital  Anomalies 

Endocrine,  Nutritional  and 
Metabolic  Diseases 

Diseases  of  Blood  and  Blood- 
forming  urgent 

TOTAL 


Racial 

Caucasians 

19.7 

14.5 

11.2 

9.8 

8.7 

8.3 

6.4 
4.3 
4.2 

3.1 
3.0 

2.9 

1.6 

1.2 

U.  7 
0.3 


Group 

Blacks 

15.3 

14.8 

9.4 

10.0 

9.2 

7.4 

4.1 
4.9 

11.5 

4.4 
3.  1 

2.0 

1.2 
1.2 

0.9 

U.S 

100.0 


8 


■r-v'r-Vv 


99.9 


->  h' 


% 


II 


categories  witn  four  exceptions:  aentel  disorders,  diseases  of  tne  digestive  system, 
diseases  of  tne  circulatory  system,  and  congenital  anomalies.  Hosp i ta 1 t za t i ons  for 
diseases  of  the  genitoruri nary  system  in  particular  accounted  for  a  significantly  nigner 
percentage  of  total  Black  nospital i zatlons  than  they  did  for  total  Caucasian  Hospitaliza¬ 
tions. 

Age-Adjusted  Admissions:  Table  2  contains  the  age-adjusted  admission  rates  for  Black  and 
Caucasian  enlisted  males  as  well  as  estimates  of  relative  risk  for  Slacks.  As  this  table 
indicates,  the  overall  hospital  admission  rate  for  Blacks  (1194.5  per  10,000  population) 
Is  1.1  times  Higher  than  the  rate  for  Caucasians  (1062. B  per  10,000  population).  Altnougn 
the  relative  risk  is  not  high,  because  of  the  large  population,  it  is  significant  at  the 
0.05  level. 

Accidents,  poisonings  and  violence  comprise  the  highest  rates  of  hospital i zation  for  ootn 
racial  groups.  Overall,  the  hospi tal i zation  rates  among  Caucasians  are  significantly 
greater  than  the  rates  among  Blacks.  However,  no  significant  difference  between  tne  two 
groups  were  found  for  the  subcategories  of  sprains,  strains,  dislocations,  wounds, 
injuries,  contusions,  burns  and  adverse  effects. 

Table  2 

tga-MJasted  Hospital  Admission  Rates  for  Enlisted  Males  by  Race 

1974-1979 

(per  10,000  strength) 


Ot agues Is 


Accidents.  Pelseetngs 


Racial  Sroep 

Caucasians 

Bate  Tonfi donee  N 


Blacks 


confidence 
limits- 
Upper  lower 


Relative 


jj 

and  Vtelemce 

♦a.  U3 

208.3 

212.2 

204.4 

4,274 

180.2 

194.4 

166.0 

0.9* 

Fractures 

15,138 

65.7 

67.9 

63.4 

932 

40.1 

47.2 

33.0 

0.6* 

Sprains,  strains, 
dislocations 

10,304 

44.7 

46.7 

42.8 

1,171 

49.3 

56.7 

41.9 

1.1 

Mounds,  injuries, 
contusions 

15.798 

68.2 

70.5 

65.9 

1,453 

61.0 

68.9 

53.2 

0.9 

turns,  adverse  effects 

6,873 

29.7 

31.3 

28.1 

719 

29.8 

37.2 

22.5 

1.0 

i 

Mental  Disorders 

35,393 

154.4 

158.2 

150.6 

4,131 

178.9 

193.7 

164.1 

1.2* 

Schitopnrenia 

2,754 

11.9 

12.8 

11. 0 

677 

27.9 

34.9 

21.0 

2.3* 

Other  psychoses 

1,636 

7.1 

7.9 

6.3 

357 

15.0 

18.7 

11.3 

2.1* 

- 

Neuroses 

2,833 

12.4 

13. 5 

11.2 

218 

9.1 

11.8 

6.4 

0.7 

Personality  disorders 

7,140 

30.6 

32.0 

29.2 

742 

29.8 

34.1 

25.5 

1.0 

Transient  situational 
disturbance 

3,958 

17.2 

18.4 

16.1 

478 

20.1 

24.2 

16.1 

1.2 

i  Alcoholism 

12,984 

57.6 

60.3 

54.8 

1.100 

53.6 

63.7 

43.5 

0.9 

Drug  dependence  and  abuse 

2,182 

9.3 

10.1 

8.5 

302 

12.2 

15.0 

9.3 

1.3 

l. 

System 

27,433 

118.0 

121.2 

114.8 

2,640 

108.8 

118.8 

99.6 

0.9 

Pneumonia 

6,809 

29.1 

30.6 

27.5 

566 

23.1 

27.0 

19.3 

0.9* 

1  Acute  upper  respiratory 

|  infection 

4,255 

18.0 

19.1 

16.9 

479 

18.9 

22.5 

15.3 

1.1 

'  •  i' 

Asthma 

764 

3.3 

3.9 

2.7 

175 

7.8 

10.9 

4.6 

2.4* 

3' 

Diseases  of  the  Olgestlv 
System 

23. 8‘ 

104.9 

108.8 

101.0 

2.798 

123.1 

138.7 

107.5 

1.2 

% 

Disorders  of  tooth 
development 

v,  175 

13.3 

14.4 

12.2 

379 

15.6 

18.9 

12.3 

1.2 

Inguinal  nernia 

7,502 

33.0 

35.4 

30.5 

695 

30.3 

42.1 

18.6 

0.9 

ulcers 

630 

2.8 

3.6- 

2.0 

122 

5.  7 

8.2 

3.2 

2.0 

i  Anal  and  rectal  abcesses 

1,253 

5.6 

6.6 

4.6 

362 

16.2 

20.3 

12.1 

2.9* 

->-•  V.s  - 


.y 


Diagnosis 


Racial 


Caucas  i  ans 

Rata  Eonf  1 aence 
Limits 


Croup 

Blacks  Relative 

N  Rate  Conf iaence  Ri st 
Limits 


Opper 

Lower 

Upper 

Cower 

Diseases  of  the  Musculo- 

skeletal  Sy stee 

Internal  derangeaent  of 

21,159 

92.9 

96.2 

39.6 

2,574 

109.9 

122.1 

97.6 

1.2’ 

joint 

4.882 

21.2 

22.6 

19.9 

560 

23.1 

27.1 

19.2 

1.1 

Dlsplaceaent  of  disc 

2,098 

9.5 

10.8 

8.1 

124 

6.3 

11.5 

1.2 

0.  7 

Other  diseases  of  Joint 

3,690 

16.1 

17.3 

14.9 

437 

21.0 

25.4 

16.7 

1.3 

Synovitis,  bursitis 

2,084 

9.1 

10.2 

8. 1 

243 

10.7 

14.6 

6.9 

1.2 

Diseases 

20,296 

87.0 

89.6 

84.5 

2,064 

84.9 

93.8 

76.0 

1.0 

Diarrheal  disease 

2,964 

12.8 

13.8 

11.8 

259 

10.6 

13.4 

7.9 

0.8 

Tuberculosis 

2,898 

12.4 

13.5 

11.3 

266 

11.3 

16.3 

6.3 

0.9 

Rubel la 

2,857 

12.0 

13.0 

11.1 

122 

4.8 

6.6 

3.0 

0.4* 

Venereal  disease 

1,046 

4.5 

5.2 

3.9 

299 

12.3 

15.4 

9.1 

2.7* 

Sarcoidosis 

130 

0.6 

0.8 

0.0 

136 

6.1 

9.0 

3.1 

10.2* 

Viral  hepatitis 

2,584 

11.1 

12.0 

10.3 

295 

11.9 

14.6 

9.1 

1.1 

Diseases  of  Skin  and 

Subcutaneous  Tissue 

15,667 

67.6 

69.9 

65.3 

1,140 

48.6 

55.1 

42.0 

0.  7* 

Cellulitis 

8,635 

37.0 

38.  7 

35.3 

522 

22.0 

26.3 

17.6 

0.6* 

Pilonidal  cyst 

3,234 

14.0 

15.0 

13.0 

159 

6.8 

9.1 

4.5 

0.5* 

Diseases  of  the 

Genitourinary  Systea 
Calculus  of  the  kidney 

10,342 

45.4 

47.9 

43.0 

3,209 

132.8 

143.1 

122.4 

2.9* 

or  ureter 

Redundant  prepuce  and 

1,733 

7.7 

8.8 

6.6 

82 

3.9 

6.3 

1.6 

0.5* 

phlnosls 

2,479 

10.8 

11.9 

9.8 

2.091 

84.7 

91.9 

77.4 

7.8* 

orchitis  and  eptdldytltls 

1,834 

8.0 

8.8 

7.1 

303 

12.5 

15.7 

9.4 

1.6* 

Syaptoas  and  Ill-Oeflned 

Conditions 

Referable  to  nervous 

10,567 

46.2 

48.6 

43.8 

1,368 

59.4 

69.9 

48.9 

1.3* 

systea 

Referable  to  cardlo- 

1,818 

8.1 

9.0 

7.2 

230 

9.5 

12.2 

6.8 

1.2 

vascular  systea 
Referable  to  respiratory 

1,187 

5.2 

6.0 

4.5 

190 

8.0 

14.0 

2.0 

1.5 

systea 

Referable  to  gastro- 

1.426 

7.0 

8.3 

5.8 

156 

7.5 

11.5 

3.5 

1.2 

Intestinal  tract 

1,924 

8.4 

9.3 

7.4 

224 

9.7 

13.1 

6.2 

1.1 

Suppleaentary 

Classifications 

7,652 

33.1 

34.9 

31.3 

1,233 

50.2 

59.1 

41.3 

1.5* 

Diseases  of  the  nervous 

Systea  and  Sense  Organs 

7,035 

31.0 

33.3 

28.7 

558 

25.4 

31.1 

19.7 

0.8 

Heeplasas 

3,895 

17.3 

19.4 

15.2 

347 

16.3 

22.8 

9.8 

0.9 

Malignant  •  testis 

277 

1.2 

1.5 

0.9 

4 

0.2 

0.6 

0.0 

0.2* 

Neoplasas  -  benign 

1,297 

5.7 

6.7 

4.7 

144 

4.7 

9.0 

3.7 

0.8 

Hogklns  disease 

166 

0.7 

1.0 

0.5 

7 

0.4 

1.0 

0.0 

0.6 

Congenital  Anneal les 

2,982 

12.9 

14.1 

11.8 

•  339 

14.1 

17.6 

10.7 

1.1 

Endocrine,  nutritional  and 

Metabolic  Diseases 

1,641 

7.3 

8.7 

5.9 

244 

12.9 

20.5 

5.3 

1.8 

Diabetes 

669 

3.0 

4.1 

1.9 

142 

7.9 

15.1 

0.7 

2.6 

Feral ng  Organs 

Anemias,  hereditary 

655 

2.8 

3.5 

2.2 

144 

6.1 

8.8 

3.4 

2.2 

nenolytlc 

39 

0.2 

0.3 

0.0 

65 

2.7 

4.8 

0.6 

13.5* 

Diseases  of  the  Circulatory 

Systea 

Essential  benign 

7,415 

33.4 

36.6 

30.2 

872 

42.9 

55.2 

30.6 

1.3 

nypertenslon 

701 

3.2 

4.3 

2.0 

174 

9.4 

16.4 

2.4 

2.9 

HeaorrnotdS 

Chronic  Ischemic  heart 

1,462 

6.6 

7.8 

5.4 

229 

10.7 

16.4 

5.1 

1.6 

disease 

802 

3.7 

5.4 

2.1 

44 

2.6 

5.7 

0.0 

0.  7 

Angina  pectoris 

203 

0.9 

1.6 

0.3 

14 

0.7 

2.0 

0.0 

0.7 

Myocardial  Infarction 

436 

2.0 

3.1 

0.9 

20 

1.2 

7.0 

0.0 

0.6 

TOTAL 

244,104 

1062.8 

1067.6 

1058.0 

27,936 

1194.5 

1203.5 

1185.6 

1.1* 

Average  Strength 

(per  year)  381,196  38,732 


*  p  <  0.05 


wo 


O  ^  o.  c 
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31  a  c  k  s  appear  to  Oe  at  greater  risk  for  nos p i t a  1 i ta t i ons  diagnosed  in  tne  category  of 
mental  disorders.  Most  of  this  excess  risk  can  Oe  attributed  to  diagnoses  of  scnizo- 
pnrenia  and  other  psychotic  disorders.  No  significant  difference  exists  witn  respect  to 
rates  of  admission  for  other  mental  disorders,  however. 

Overall,  tne  hospitalization  rate  for  Blacks  in  the  diagnostic  category  of  diseases  of  tne 
respiratory  system  is  less  tnan  tne  rate  for  Caucasians,  but  the  difference  is  not  a 
significant  one.  Blacks,  however,  do  nave  a  significantly  higner  risk  of  nospita! 
admissions  for  asthma  while  Caucasians  have  a  greater  risk  of  hospi ta I  1 zat i on  for 
pneumonia. 

No  significant  difference  between  the  two  racial  groups  was  found  in  nospi ta I  1 zat i ons  for 
diseases  of  the  digestive  system.  With  respect  to  individual  diagnoses.  Blacks  were  found 
to  have  a  relative  risk  of  2.9  for  anal  and  rectal  abcesses.  Blacks  also  had  twice  tne 
rate  of  hospital  admissions  for  ulcers,  but  this  difference  was  not  s t a t i s t i c a  1  1  y 
si gni f i cant . 

The  Hospital  1 zation  rates  for  diseases  of  the  musculoskeletal  system  and  connective  tissue 
were  also  nigher  for  Blacks,  accounting  for  a  relative  risk  of  1.2.  No  significant 
difference  was  found  between  the  two  racial  groups  for  any  of  the  individual  diagnoses, 
nowever. 

Caucasian  and  Black  enlisted  males  we'w  found  to  be  equally  at  risk  for  infective  and 
parasitic  diseases.  With  respect  to  individual  diagnoses,  however,  Caucasians  were  at 
significantly  greater  risk  for  rubella  while  Blacks  displayed  a  significantly  greater  risk 
for  sarcoidosis  and  venereal  diseases.  No  significant  differences  were  found  in  nospital 
admissions  between  tne  two  groups  for  tuberculosis  or  viral  hepatitis. 

Caucasians  were  at  s  1  gn  1  f 1  can 1 1 y.  h 1 gher  risk  for  diseases  of  the  skin  and  subcutaneous 
tissue.  Tnis  was  especially  true  with  respect  to  cellulitis  and  pilonidal  cysts.  in 
contrast,  Blacks  were  at  significantly  higher  risk  for  diseases  of  the  genitourinary 
system.  Most  of  this  excess  risk  can  be  attributed  to  the  high  number  of  hospitalizations 
among  Blacks  for  redundant  prepuce  and  phimosis  (circumcision).  Blacks  also  had  nigner 
rates  for  orchitis  and  epididytitis  while  Caucasians  had  a  significantly  nigher  risk  of 
nospi tal 1 zat 1  on  for  calculus  of  the  kidney  or  ureter. 

Blacxs  were  Hospitalized  at  a  higher  overall  rate  for  symptoms  and  ill-defined  conditions.- 
No  significant  differences  were  found  with  respect  to  any  of  tne  individual  diagnoses  in 
this  category,  however. 

Among  the  remaining  diagnostic  categories.  Blacks  displayed  higher  hospitalization  rates 
for  supplementary  classifications,  endocrine,  nutritional  and  metabolic  diseases,  diseases 
of  tne  blood  and  blood-organs,  congenital  anomalies,  and  diseases  of  tne  circulatory 
system.  Only  in  the  diagnostic  category  of  supplementary  classifications  was  tne  nospital 
admission  rate  among  Blacks  significantly  different  from  the  rate  among  Caucasians, 
nowever.  Within  these  diagnostic  categories,  tne  only  individual  diagnosis  for  „nicn 
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Blacks  displayed  a  significantly  nigner  risk  than  did  Caucasians  for  nereditary  hemolytic 
anemias  wnicn  includes  sickle  cell  anemia.  Higner  hospitalization  rates  among  ttlacks  were 
also  recorded  for  hypertension,  diabetes  and  nemorrnoi ds ,  but  tne  differences  between  the 
two  racial  groups  were  not  significant. 

Tnus,  a  significant  difference  in  tne  nospital  admissions  rates  between  tne  two  racial 
groups  was  evident  in  only  seven  of  the  sixteen  diagnostic  categories  examined.  Of  tnese 
seven.  Blacks  displayed  a  greater  risk  in  five  categories  while  Caucasians  were  at  a 
greater  risk  of  hospitalization  for  diseases  of  tne  skin  and  subcutaneous  tissue  and 
accidents,  poisonings  and  violence. 

Year  Hospitalized:  Total  admission  rates  by  year  of  hospitalization  were  also  examined  to 
determine  if  any  trends  across  time  during  tne  1974-1979  period  could  be  discerned.  Tne 
results  of  this  analysis  are  presented  in  Table  3.  Overall,  it  appears  tnat  tne  healtn 
status  of  Blacks  improved  as  botn  the  rate  and  risk  of  hospitalizations,  relative  to 
Caucasians,  declined  throughout  the  six  year  period,  wnile  Caucasian  enlisted  males  also 
displaced  a  decline  in  hospital  admissions,  the  rate  of  decline  was  not  as  dramatic  as  it 
was  for  their  Black  counterparts.  The  year  of  nighest  rates  of  hospital  admissions  among 
Blacks  was  1974,  while  among  Caucasians,  the  total  hospitalization  rate  reached  a  peak  in 
1977  before  beginning  to  decline,  tty  1979,  however,  the  total  rates  among  botn  racial 
groups  were  approximately  the  same. 

Teble  3 

Age-adjusted  Hospital  Adalsslon  Rates  and  Relative  Risk  for  Enlisted  Males 
by  Diagnostic  Category,  Year  of  Hospitalization,  and  Race 
1974-1979 

(per  10,000  strength) 


Tear  Racial  Group 

Caucasians  Blacks  Relative 

Risk 


Population 
at  Risk 

Hospital 

Admissions 

Confidence 

limits 

Opper  Cower 

Population 
at  Risk 

Hospital 

Admissions 

Confidence 

Limits 

Opper  Cower 

1974 

403,910 

43,095 

1068.1 

1093.2 

1043.1 

39,260 

5,297 

1346.4 

1452.2 

1740.6 

1.3' 

1975 

388,920 

41,005 

1054.3 

1078.1 

1030.6 

36,990 

4,492 

1212.3 

1297.7 

1126.9 

1.1’ 

1976 

379,620 

42,139 

1109.4 

1133.2 

1085.6 

35,035 

4,387 

1247.9 

1334.6 

1161.3 

1.1’ 

1977 

377,325 

43,277 

1146.8 

1170.9 

1122.7 

37,260 

4,818 

1286.8 

1378.1 

1195.4 

l.i' 

1978 

373,390 

38,701 

1037.0 

1059.7 

1014.3 

40,050 

4,611 

1152.0 

1239.0 

1064.9 

1.1' 

1979 

364,010 

35,886 

987.1 

1009.9 

964.3 

43,795 

4,331 

989.1 

1069.5 

908.6 

1.0 

*  p  <  0.05 

Soc I  a  I  and  Demographic  Characteristics 

These  results  indicate  that  when  age  is  taken  into  consideration,  there  is  no  significant 
difference  between  hospitalization  rates  of  Black  and  Caucasian  enlisted  males  in  most  or 
tne  diagnostic  categories  and  diagnoses  examined.  It  is  possible  tnat  muen  of  tne 
differences  in  nospi ta 1 1 zat  1  on  rates  wnicn  do  exist  between  Black  and  Caucasian  males  can 
be  accounted  for  by  other  confounding  influences  suen  as  paygrade,  occupation,  education. 


mental  group,  and  length  of  service.  Comparisons  of  the  means  and  standard  deviations  of 
tnese  variables  between  hospitalized  blacks  and  Caucasians  were  conducted,  using  t-tests 
to  assess  the  level  of  significance.  The  results  are  found  in  Table  4.  blacks  were  found 
to  differ  significantly  fro*  Caucasians  with  respect  to  each  of  these  variables.  Tne 
greatest  difference  (p  {_  .0001)  occurred  with  respect  to  mental  group  wnere  the  mean  for 
blacks  was  Level  111  lower  (defined  by  a  GCT  score  of  44-49)  while  among  Caucasians  tne 
mean  was  Level  Ill  upper  (defined  by  a  GCT  score  of  50-59). 

Table  4 

Keens  end  Standard  Deviations  of  Selected  Variables 
for  Hospitalized  Enlisted  Kales  by  Race,  1974-1979 


Variable 

Racial 

Group 

Caucasians 

blacks 

X 

— 15 

X 

so 

Age* 

23.9 

6.6 

23.6 

5.9 

Education* 

11.7 

1.0 

11. 8 

1.1 

Length  of  Service* 

4.5 

6.1 

3.B 

5.5 

Paygrade* 

3.  S 

1.9 

3.1 

1.7 

Mental  Group** 

2.9 

1.0 

3.9 

1.0 

*  0.001  >  p  >  0.0001 

**  p  (  o.ffooi 

In  order  to  control  for  these  differences  among  the  two  groups  of  hospitalized  patients, 
variable-specific  rates  for  hospital  admissions  in  the  seven  diagnostic  categories  dis¬ 
playing  significant  overall  racial  differences  were  examined.  The  hospital  admission 
rates  of  Blacks  and  Caucasians  in  the  various  subgroups  of  age,  paygrade,  length  of 
service,  occupation,  and  education  were  compared  to  determine  if  the  racial  differences  in 
the  seven  diagnostic  categories  identified  above  were  consistent.  Specific  rates  for  each 
mental  group  were  not  calculated  because  of  the  high  percentage  of  missing  data  on  this 
variable.  Comparing  hospital  admission  rates  between  the  two  racial  groups  in  terms  of 
these  variables  enabled  us  to  determine:  1)  if  the  health  risks  for  blacks  and  Caucasians 
in  the  same  occupations,  paygrades  or  age  groups,  or  having  the  same  length  of  service  or 
education,  are  similar  to  or  different  from  each  other;  and  2)  if  the  health  risks  are 
related  to  these  variables,  especially  education,  paygrade  and  occupation--components  of 
socioeconomic  status--such  that  the  higher  the  status  the  lower  the  risk. 

A^e:  uf  the  variaoles  selected  for  specific  examination,  three  were  found  to  be  nignlv 
corral ated--age,  paygrade,  and  length  of  service.  Althougn  these  three  variables  repre¬ 
sent  different  etiological  risk  factors,  the  trends  in  hospitalization  rates  across  tne 
intervals  of  each  variable  are  very  similar  with  respect  to  the  different  diagnostic 
categories.  Therefore,  only  the  age-specific  rates  are  reported  here. 

For  both  Blacks  and  Caucasians,  hospital  admissions  assumed  a  u  curve  across  the  five  age 
categories,  as  indicated  by  Table  5.  The  youngest  and  oldest  males  exhibited  the  nignest 
rates  of  nospital  admissions.  In  three  of  tne  age  groups.  Black  males,  especially  tnose 
in  tne  25-29  year  old  group,  were  at  a  higner  risk  for  total  nos p 1 1 a  I i za 1 1  on s  than 
Caucasians  in  tne  same  age  groups.  Caucasians  under  the  age  of  20,  however,  displayed  a 
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significantly  greater  risk  for  total  nosp 1 1 a  1 i za 1 1  on s  man  Blacks  of  tne  sane  age.  No 
significant  racial  group  difference  was  ooserved  among  those  who  were  40  years  old  or 
older. 


Similar  patterns  of  disease  risk  across  the  age  groups  among  tne  two  racial  groups  were 
observed  for  five  of  tne  seven  diagnostic  categories.  The  admissions  rates  for  Black  an a 
Caucasian  males  in  tne  categories  of  diseases  of  the  skin  and  subcutaneous  tissue,  acci¬ 
dents.  poisonings  and  violence,  and  supplementary  classifications  declined  with  age. 


Table  S 


Age-Specific  Hospital  Admission  Rates  and  Relative  Risk  for  Enlisted  Hales 
by  Diagnostic  Category  and  Race 
1974-1979 

(par  10.000  strength) 


Ago  Group 


<20 

20-24 

25-29 

30-39 

40* 

Mental  Disorders 

Blacks 

157.3 

175.8 

208.9 

180.8 

181.4 

Caucasians 

192.0 

146.2 

137.5 

148.9 

158.2 

MM 

0.8*** 

1.2*** 

1.5*»* 

1.2*** 

1.1 

Genitourinary 

System 

Blacks 

115.6 

169.8 

122.3 

85.9 

59.7 

Caucasians 

36.5 

42,6 

49.8 

54.3 

66.8 

RR 

3.2*** 

4.0*** 

z. 

1 . 6**« 

0.9 

Diseases  of  Skin 

and  Subcutaneous  Tissue 

Blacks 

56.4 

48.2 

47.9 

43.3 

39.0 

Caucasians 

122.6 

68.4 

42.7 

35.8 

34.8 

RM 

0.5*** 

0.7*** 

1.1 

1.2* 

l.l 

Musculoskeletal  System 

Bl acts 

78.3 

116.0 

106.0 

123.3 

169.9 

Caucasians 

81.5 

90.3 

81.5 

111.9 

154.1 

RR 

1.0 

1.3*** 

1.3*** 

1.1*** 

1.1 

Symptoms  and  111 

-Defined  Conditions 

Blacks 

70.5 

53.6 

52.7 

08.2 

121.7 

Caucasians 

62.3 

39.0 

34.3 

51.3 

83.6 

RR 

1.1* 

1 . 4»«» 

1.5*** 

1.1 

1.5** 

Accidonts,  Poise 

ning  and  Vloli 

met 

Blacks 

191.8 

196.2 

178.7 

142.1 

114.8 

Caucasians 

280.5 

239.0 

153.8 

127.4 

103.8 

RM 

0. 7*** 

0.8*** 

1.2*** 

1.1* 

1.1 

Supplementary  Classifications 

Blacks 

111.0 

46.6 

26.8 

19.8 

25.2 

Caucasians 

63.7 

27.6 

22.7 

24.4 

25.2 

RR 

1.7*«* 

1.7** 

1.2 

0.8 

1.0 

Total 

Blacks 

1322.0 

1194.8 

1091.9 

1110.5 

1489.9 

Caucasians 

1488.3 

1008.2 

809.8 

928.8 

1388.1 

RR 

0.9*** 

1.2*** 

1.3*** 

1.2*** 

1.1 

Population  at  Risk 

(per  year) 

Blacks 

8,062  18 

.907  5 

,913  5 

.124 

726 

Caucasians 

76,524  165 

,659  61 

.633  68 

,370  9 

,010 

•  .05  2  p  >  .01 

*•  .01  i  p  >  .001 

*••  p.  i.  .001 
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Indicating  a  lowered  risk  for  hospl tal i zat i on  with  increasing  age.  Tne  opposite  pattern 
was  found  to  be  the  case  for  diseases  of  the  musculoskeletal  system  for  ootn  racial 
groups.  Here,  tne  risk  for  nospi tal i zat 1  on  Increased  with  age.  The  youngest  and  oldest 
members  of  both  racial  groups  displayed  the  highest  rates  for  symptoms  and  ill-defined 
conditions. 

Oivergent  patterns  in  risk  of  hospl tal 1 zat 1  on  were  observed  In  two  of  the  seven  diagnostic 
categories.  Young  Caucasians  (less  than  20  years  old)  appeared  to  be  the  hignest  risk 
group  among  all  Caucasian  males  for  mental  disorders  and  displayed  a  significantly  higner 
risk  for  hospitalization  than  did  Blacks  of  the  same  age  group.  The  hignest  risk  age 
group  among  Blacks  were  those  In  the  2S-29  year  old  category.  The  trend  of  nospital 
admissions  among  Caucasians  assumed  a  U  curve  while  among  Blacks,  that  curve  is  inverted. 

Tne  two  racial  groups  also  diverged  with  respect  to  hospitalizations  for  diseases  of  tne 
genitourinary  system.  Blacks  In  the  20-24  year  old  group  displayed  the  highest  rate  of 
hospital  admissions  and  the  risk  of  hospitalization  appeared  to  decrease  witn  age.  Among 
Caucasians,  however,  tnose  40  years  or  older  displayed  the  highest  rates  and  tne  risk  of 
hospital  1 zation  appeared  to  Increase  with  age. 

Occupation:  Adj-istlng  for  age  (and  Indirectly,  for  length  of  service  and  Raygrade)  elimi¬ 
nates  tne  racial  differences  for  nealth  risks  for  some  but  not  all  members  of  these  racial 
groups.  To  examine  the  possible  Influence  of  socioeconomic  status  on  these  remaining 
differences,  age-adjusted  rates  were  computed  for  Black  and  Caucasian  enlisted  personnel 
within  tne  eleven  major  occupational  groups  and  selected  Individual  occupations,  as  Table 
6  indicates,  significant  racial  group  differences  In  total  hospital Izatlons  were  found  in 
tne  Administrative  and  Clerical,  Nlscel laneous.  Aviation,  and  medical  occupational  groups. 
Blacks  In  the  Administrative  and  Clerical  and  Aviation  occupational  categories  were  at 
nlgher  risk  for  total  hospital  admissions  than  Caucasians  In  the  same  categories  while 
Caucasians  In  the  Nlscel laneous  and  Nodical  categories  were  at  higher  risk  tnan  Blacks. 
Within  these  occupational  categories.  Blacks  employed  as  Yeomen  and  Storekeepers  displayed 
significantly  higher  rates  of  hospital  admissions  relative  to  Caucasians  In  tne  same 
occupations  wntle  Caucasians  employed  as  Seamen,  Firemen,  Airmen,  and  Hospital  Corpsnen 
were  at  greatest  risk  relative  to  Blacks. 

Racial  differences  among  Blacks  and  Caucasians  In  these  six  occupations  were  further 
examined  by  comparing  the  rates  of  hospital  admissions  in  the  seven  target  diagnostic 
categories.  The  results  are  contained  In  Table  7.  Three  of  these  occupations,  seaman, 
fireman,  and  airman,  are  unspeclal 1  zed  occupations  usually  held  by  younger  personnel  with 
fewer  years  of  service.  The  other  three  occupations  Involve  a  greater  amount  of  speciali¬ 
zation.  In  tne  three  unspecialized  occupations  and  among  hospital  corpsmen,  Caucasians 
were  at  greater  risk  than  Blacks  for  mental  disorders  and  accidents,  poisonings  and 
violence,  and  diseases  of  the  skin  and  subcutaneous  tissue.  Black  yeomen  and  storekeepers 
displayed  a  greater  risk  of  hospl tal 1 zatl on  for  mental  disorders,  diseases  of  tne  musculo¬ 
skeletal  system,  and  accidents,  poisonings  and  violence,  than  Caucasians  in  tne  same 

IS 


occupations.  Blacks  in  all  six  occupations  also  displayed  significantly  niyner  Hospital i- 
tation  rates  tnan  Caucasians  in  tne  sane  occupations  for  diseases  of  the  gen t t ou r i na ry 
systen. 


Table  6 

Age-Adjusted  Hospital  Adatssioa  Rates  for  Enlisted  Hales 
by  Race  and  Occupation 
1974-197* 

(per  10,000  strength) 


Occupational  Oroup  Racial  Group 


Caucasians 

8lacks 

Rel ati i 

BT7E 

N* 

Admissions 

Bate 

IJ 

Admissions 

Rate 

OECK 

168,143 

15,992 

951.3 

17,460 

1,798 

1036.8 

l.l 

43,474 

5,737 

1311.8 

8,031 

1,006 

1252.6 

0.9 

ORDNANCE 

125,143 

9,583 

766.4 

7,894 

609 

764.3 

1.0 

21,206 

1.649 

777  .1 

1,920 

112 

592.4 

0.8 

38.829 

3,557 

922.7 

3,771 

331 

851.9 

0.9 

ELECTRONIC 

111,686 

6.746 

604.2 

2,846 

251 

921.1 

1.5 

Electronic  Tech 

Radar 

27,394 

76 

64.3 

677 

2 

41.0 

0.6 

PRECISION 

INSTRUMENTS 

3,677 

324 

876.7 

180 

18 

1429.3 

1.6 

AONININSTRATIVE 

AND  CLERICAL 

350,320 

26,099 

755.0 

46,140 

4,504 

988.  3 

1.3* 

Radioiaan 

83,674 

5,755 

687.1 

10,826 

850 

81J.2 

1.2 

Yeoman 

50.486 

3,355 

667.6 

5,649 

603 

1036.8 

1.5* 

Hess  Management 

Specialist 

33,557 

4,302 

1423.6 

5.546 

668 

1350.6 

0.9 

Storekeeper 

35,906 

2.881 

796.2 

5,906 

650 

1124.0 

1.4* 

MISCELLANEOUS 

304,166 

65.426 

2135.5 

57,874 

10.006 

1759.3 

0.8* 

Seaman 

294,711 

64.345 

2187.6 

56,914 

9,923 

1770.0 

0.8* 

ENGINEERING/ 

HULL 

505,757 

50,235 

994.3 

34,063 

3,659 

1065.8 

1.1 

Engineman 

44 , . j4 

4,101 

933.3 

2,306 

300 

1367.4 

1.5 

Boiler  Tech 

58.663 

6,449 

1100.0 

4,611 

548 

1150.8 

1.0 

Machinists  Mate 

133.131 

11,656 

878.5 

5,323 

564 

10JU.6 

1.2 

Electricians  Nate 

60,034 

5,159 

873.1 

2,631 

295 

1145.5 

1.  J 

Hull  Maintenance 

Teen 

59,100 

6,286 

1066.5 

3.634 

466 

1286.0 

1.2 

Fireman 

103,714 

12,483 

1218.6 

13,183 

1,271 

923.8 

0.7* 

CONSTRUCTION 

05,931 

5 ,  t>35 

856.8 

3.U26 

283 

982.7 

1.1 

AVIATION 

542,306 

45,856 

845.5 

52,663 

5,015 

985.6 

1.2* 

Aviation  Electronic 

Teen 

58,363 

3,899 

668.1 

1,834 

170 

929.1 

1.4 

Aviation 

Ordnanceman 

29,623 

2,645 

892.4 

3,823 

283 

742.6 

0.8 

nviatlon  Structural 

Mechanic 

80,477 

6,545 

811.2 

7,929 

663 

866.1 

1.  1 

Ai rman 

90,926 

10,969 

1216.5 

18,094 

1,897 

1004.2 

0.8* 

medical 

102,360 

16,819 

1638.7 

11,383 

1,547 

1351.0 

0.8* 

DENTAL 

14,083 

1,387 

981.9 

1,980 

268 

1360.0 

1.4 

*  p.  <  0.05 


a.  Ns  represent  total  strength  estimates,  i.e.,  sums  of  strengths  over  the  six 
year  period. 
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Table  7 

Hospital  Ada! a sloe  Rates  for  Enlisted  Hales 
by  Race.  Occupation  and  Diagnostic  Category 
1974-1979 

(per  10.000  strength) 


Occupation 

Unspecla I Ized  Specialized 


Seaman  Fireman 

A1 rman 

Yeoman 

Store  - 

Hospl ta 1 

keeper 

Corpsman 

blacks 

244.6 

172.2 

188.4 

216.0 

138.8 

223. 1 

Caucasians 

230. 9 

236.6 

241.5 

101.4 

127.5 

255.4 

KR 

0.9* 

0.7* 

0.8* 

2.1* 

1.1 

0.9 

Senl tourinary  System 

bl acks 

161. 1 

147.2 

168.6 

139.8 

135.4 

136.2 

Caucasians 

46.6 

39.9 

51.5 

46.1 

46.2 

78.8 

RR 

3.2* 

3.7* 

3.3* 

3.0* 

2.9* 

1.7* 

•Iseases  of  Skim 

and  Subcutennous  Tissue 

blacks 

71.6 

34.1 

44.2 

35.4 

44.0 

39.5 

Caucasians 

208.6 

67.2 

66.6 

37.6 

40.9 

68.1 

RR 

0.3* 

0.5* 

0.7* 

0.9 

1.1 

0.6* 

•Iteetes  of  the 

Musculoskeletal  System 

blacks 

118.2 

97.8 

97.2 

100.9 

154.0 

126.5 

114.0 

86.8 

86.1 

60.2 

83.5 

154.2 

HR 

1.0 

1.1 

1.1 

1.7* 

1.8* 

0.8 

Syaptem  and  111 

-•nflnnd  Conditions 

blacks 

90.1 

39.4 

57.5 

38.9 

38.9 

71.2 

Caucasians 

81.4 

51.7 

61.5 

31.1 

36.8 

77.7 

RR 

1.1 

0.8 

0.9 

1.2 

1.1 

0.9 

Accidents.  Poisonings  pad  Violence 

•lacks 

228. S 

168.4 

187.9 

154.0 

194.7 

192.4 

Caucasians 

318.6 

328.8 

330.7 

100.4 

148.2 

251.3 

RR 

0.7* 

0.5* 

0.6* 

1.5* 

1.3 

0.8* 

Supplementary  Classifications 

blacks 

173.8 

9.9 

9.3 

19.5 

13.3 

25.5 

Caucasians 

149.1 

8.2 

14.1 

16.2 

5.6 

30. 1 

RR 

1.2* 

1.2 

0.7 

1.2 

2.4 

0.8 

I 


•  p  <  o.os 

Education:  Table  9  provides  a  comparison  of  age-adjusted  Hospital  admission  rates  and  an 
assessment  of  relative  risk  for  black  and  Caucasian  enlisted  males  In  four  different 
educational  categories:  tnose  wltn  eight  years  or  less  of  formal  scnoollng,  those  with  ? 
to  11  years  of  school,  high  scnool  graduates,  and  tnose  with  one  or  more  years  of  college. 
Among  Caucasians,  tnere  appears  to  be  an  Inverse  relationship  between  hospital  admissions 
and  education.  However,  the  pattern  among  blacks  assumes  more  of  a  U-curve,  wltn  the 
least  and  most  educated  Individuals  of  this  racial  group  displaying  tne  highest  rates. 
Horeover,  college-educated  blacks  are  at  greatest  risk  for  Hospital  admissions  relative  to 
Caucasians  wltn  the  same  level  of  oducat1on--thet  is,  the  greater  tne  educational  level 
among  Slacks,  the  higher  the  risk  for  nospltal  admissions  relative  to  Caucasians  with  the 
same  levels  of  education.  Among  tnose  with  3  years  or  less  of  education,  however,  tnere 
Is  no  significant  difference  between  tne  two  racial  groups,  indicating  that,  for  these 
Individuals,  race  does  not  predict  for  hospital  admissions  independent  of  age  and 
education. 
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Age-Adjusted  Hospital  Adatsslen  Rates  and  Relative  Risk  for  Enlisted  Halos 
tf  Diagnostic  Category.  Edocatioo.  aod  Raco 

1974-1979 

(par  10.000  stroogtk) 


Loyal  of  Edocatioo 


8tn  Grade  9th-llth  Hign  icnool  College 

or  loss  grades  graduate 


Rata 

C.L. 

Rate 

C. 

L. 

Rate 

C. 

L. 

Rate 

C. 

L. 

Upper 

Lower 

Upper 

Lower 

Upper 

Lower 

Upper 

Lower 

MmuI  Biserv 

lars 

blacks 

208.5 

372.7 

44.3 

216.5 

250.2 

182.9 

163.1 

178.3 

147.9 

197.7 

243.7 

151.8 

Caucasians 

270.9 

323.0 

218.9 

251.3 

263.0 

239.5 

136.2 

140.4 

132.0 

127.2 

137.7 

116.3 

RR 

0.8 

0.9 

1.2* 

1.5* 

diseases  of  the  Genitourinary  Sftta 

Blacks 

99.0 

199.3 

0 

125.7 

146.7 

104.8 

132.4 

144.3 

120.5 

131.0 

165.5 

96.5 

Caucasians 

73.5 

100.6 

48.4 

51.0 

57.0 

45.0 

44.0 

46.6 

41.4 

46.6 

52.9 

40.4 

RR 

1.3 

2.5* 

3.0* 

2.8* 

Disooses  of  Skid  aod  Wheat 

anaous 

Tisane 

Blacks 

40.7 

105.0 

0 

58.9 

73.7 

40.0 

45.6 

53.4 

37.8 

47.2 

70.5 

23.9 

Caucasians 

50.2 

71.9 

28.4 

92.5 

98.7 

86.4 

63.2 

65.8 

60.5 

59.6 

67.9 

51.3 

RR 

0.8 

0.6* 

0.7* 

U.8 

Wisaoea  of  the  n»caleskeletal  tystaa 

Blacks 

148.2 

272.7 

19.7 

113.7 

137.3 

90.0 

108.3 

121.7 

94.8 

118.4 

159.0 

77.7 

Caucasians 

129.0 

164.8 

93.2 

101.4 

109.7 

92.3 

93.2 

96.9 

89.4 

81.5 

90.0 

80.0 

RR 

1.1 

1.1 

1.2 

1.4 

1 

1 

III -Oaf load  Conditions 

Blacks 

74.8 

170.7 

0 

77.9 

105.5 

50.4 

54.9 

64.4 

45.4 

50.3 

76.3 

24.3 

Caucasians 

88.4 

94.4 

42.5 

80.9 

67.3 

54.5 

44.2 

46.9 

41.5 

36.3 

42.6 

3U.1 

RR 

1.1 

1.3 

1.2 

1.4 

Acctdsdts.  Poisoning  and  Vialaaca 

Blacks 

159.2 

288.4 

30.0 

208.0 

238.2 

177.8 

171.2 

185.6 

156.8 

169.9 

208. 8 

130.9 

Caucasians 

243.3 

292.1 

194.4 

309.0 

320.2 

297.7 

194.4 

198.9 

189.8 

144.6 

155.1 

134.0 

RR 

0.6 

0. 7* 

0.9* 

1.2 

Wpplaaantan 

r  Classifications 

Blacks 

38.7 

95.3 

0 

54.3 

68.1 

40.7 

45.6 

53.0 

38.1 

64.9 

91.1 

38.8 

Caucasians 

28.7 

43.3 

10.1 

37.2 

41.2 

33.2 

31.6 

33.7 

29.6 

37.5 

44.2 

30.7 

RR 

1.3 

1.5 

1.4* 

1.7 

Total  Hospital  1 zat lens 

Blacks 

1223.0 

1573.3 

872.7 

1134.6 

1181.4 

1087.8 

1130.7 

1169.4 

1092.0 

1210.9 

1324.8 

1096.9 

.  Caucasians 

1398.9 

1509.7 

1288.1 

1460.2 

1486.7 

1433.7 

1001.9 

1013.2 

990.6 

906.2 

934.6 

377.8 

RR 

0.9 

0.8* 

1.1* 

1.3* 

Population  at  Risk 

(per  year) 

Slacks  286  2.387  27,108  3,981 

Caucasians  3,128  80,883  274,913  42,272 

•  p  <  0.05 


Rnen  the  seven  disease  categories  were  examined,  it  is  apparent  that  age  and  education 
account  for  all  of  the  racial  differences  in  nospi ta 1 1 zat 1 ons  for  diseases  of  tne  musculo¬ 
skeletal  system  and  symptoms  and  ill-defined  conditions  across  tne  four  educational 
levels.  In  the  two  disease  categories  where  Caucasians  were  found  to  be  at  greater  risk, 
diseases  of  skin  and  subcutaneous  tissue,  and  accidents,  poisonings  and  violence,  racial 


differences  were  eliminated  among  tnose  •  i in  a  years  or  less  ot  scnooliny  and  among  tnose 
wltn  one  or  more  yeers  of  college.  In  tne  category  of  mental  disorders.  Caucasians  «itn  j 
years  or  less  of  scnooliny  displayed  tne  niynest  rates  out  col  I  eye -educe  ted  meets  were  et 
greatest  risk  for  hospl ta 1 1 zation  relative  to  Caucasians  at  tne  same  aye  ano  educational 
levels.  Racial  differences  among  those  eitn  less  than  12  years  of  education  are  elimi¬ 
nated.  for  diseases  of  tne  genitourinary  systen.  racial  differences  in  nospi ta I i tat i on 
rates  are  etlalnated  aaong  tnose  eitn  a  or  feeer  years  of  education.  In  tne  category  of 
suppleaentary  classifications,  significant  racial  group  differences  persist  only  among 
nigh  scnool  graduates. 

discussion 

Before  attempting  to  Interpret  these  results,  several  limitations  to  tne  study  should  De 
noted.  First,  tnls  study  Is  cross-sectional  and  hence  Is  subject  to  tne  limitations 
associated  with  this  design.  Such  a  design  provides  only  estimates  of  relative  risk  and 
not  a  direct  estimate  of  probability  because  only  hospl tal 1 zat i ons  which  occurred  onile 
the  subjects  mere  in  the  Navy  can  be  observed.  Hospital  admissions  prior  to  or  subsequent 
to  tne  period  of  enlistment  are  not  Included.  Second,  although  eacn  of  the  potential 
confounding  variables  may  be  examined  independently  or  In  limited  como 1 na 1 1 ons ,  an 
assessment  of  the  contribution  of  eacn  social  and  demographic  characteristic  to  the 
overall  risk  for  nospital nation  requires  more  sophisticated  teenniques  such  as  multiple 
regression  analyses.  As  the  purpose  of  the  study  mas  to  provide  a  descriptive  account  of 
tne  racial  differences  In  hospital  admission  rates,  such  techniques  mere  not  utilized. 
Third,  the  use  of  overall  hospitalizations  or  nospital  admissions  by  diagnostic  categories 
in  tne  examination  of  potential  confounding  factors  is  at  once  too  general  and  too  complex 
to  provide  an  complete  understanding  of  specific  associations  between  race  and  specific 
diagnoses.  Rather,  the  data  presented  here  provide  only  a  broad  overview  of  the  relation¬ 
ship  between  race  and  hospital  admissions  and  the  effects  of  a  limited  number  of  social 
and  demographic  charactert 1 st 1 cs  on  tnls  relationship.  Finally,  while  we  nave  compared 
tne  healtn  risks  of  two  different  racial  groups  represented  In  the  U.S.  Navy,  our  results 
are  confounded  by  the  fact  that  these  two  racial  groups  include  more  than  two  ethnic 
groups.  Although  It  Is  a  common  practice  In  epidemiologic  Investigations  to  equate  race 
and  ethnicity,  it  Is  crucial  to  keep  In  mind  that  they  are  not  Isomorpnic.  doth  racial 
groups  include  individuals  with  different  beliefs  and  practices  regarding  Illness 
benevlor,  health  care,  and  stress.  To  group  them  together  because  of  racial  similarity 
provides  an  Incomplete  picture  of  the  etlologic  factors  behind  hospital  admissions. 

Keeping  these  limitations  in  mind,  our  results  indicate  that  the  nealtn  status  of  Slack 
enlisted  males  in  tne  U.S.  Navy  has  Improved  considerably  over  the  past  decade,  as 
evidenced  by  two  particular  Indicators.  First,  tne  overall  rate  of  hospital  admissions 
among  Black  males  during  the  six  year  period  of  the  study  is  lower  than  the  rate  reported 
oy  Hoiberg  et  al.  (24)  for  the  period  1973-197$  (1194.$  and  1413  per  10,000  men,  respec¬ 
tively).  Second,  as  Indicated  by  Table  3,  tne  rate  of  total  Black  nospital  admissions  as 
well  as  tne  risk  for  hospital izatlon  relative  to  Caucasians  nave  both  declined  over  the 
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six  year  period  of  the  study,  and  suggest  that  tnere  are  no  significant  differences 
Between  tne  two  groups  witn  respect  to  overall  nospi tal i tat i ons.  Tne  decline  in  nospital 
admissions  could  be  attributed  to  several  different  factors  but  four  different  possi¬ 
bilities  stand  out  as  eortny  of  note:  1)  improvements  in  tne  nealtn  status  of  Blacks  in 
tne  general  population,  2)  improvements  in  tne  Health  status  of  tne  segment  of  the  Black 
population  enlisting  into  tne  military,  3)  greater  selectivity  of  recruiters  and  4) 
improvements  in  healtn  care  for  all  Navy  personnel.  Tne  data  presented  nere  are  insuf¬ 
ficient  to  adequately  explore  the  first  possibility.  The  decline  in  tne  rate  of  hospital 
admissions  for  botn  Blacks  and  Caucasians  over  the  six  year  reriod  and  the  same  U-curve  in 
tne  age-specific  rates  mould  support  the  fourth  hypothesis.  The  fact  that  young  Black 
recruits  are  healthier  than  young  Caucasian  recruits,  as  indicated  by  tne  rates  for  age 
and  length  of  service,  provides  support  for  the  second  and  third  Hypotheses. 

Despite  the  Imp.ovements  in  health  status  made  by  both  racial  groups,  however,  signifi¬ 
cant  differences  in  nealtn  risks  among  members  of  the  two  groups  were  found  in  seven 
diagnostic  categories.  In  tne  six  year  period.  Blacks  displayed  a  significantly  Higher 
risk  than  Caucasians  for  nospital  admissions  in  the  diagnostic  categories  of  mental 
disorders,  diseases  of  the  geni tourinary  system,  diseases  of  the  musculoskeletal  system, 
symptoms  and  ill-defined  conditions,  and  supplementary  classifications.  Caucasian  males 
displayed  a  higher  risk  for  diseases  of  the  skin  and  subcutaneous  tissue,  and  accidents, 
poisonings  and  violence. 

when  specific  subgroups  of  the  two  racial  groups  were  examined.  Blacks  and  Caucasians  who 
were  less  than  20  years  of  age  and  40  years  and  older,  who  were  Els,  wno  had  served  in 
tne  Navy  for  less  than  one  year,  who  were  classified  as  seamen,  and  wno  had  between  nine 
and  eleven  years  of  education,  displayed  the  Highest  rates  of  nospital  admission  in  their 
respective  categories.  However,  relative  to  Caucasians  in  the  same  categories,  Blacks  wno 
were  25  to  29  years  of  age,  E5s,  had  served  in  the  Navy  for  3  to  6  years,  were  classified 
as  yeomen  or  storekeepers,  and  had  one  or  more  years  of  college,  were  at  greatest  risk  for 
nospital  admissions. 

Although  it  is  impossible  wttnin  the  confines  of  this  discussion  to  provide  explanations 
for  tne  patterns  observed  in  each  diagnostic  category,  a  few  tentative  explanations  exist 
for  the  differences  observed  between  Blacks  and  Caucasians.  The  reduction  in  difference 
between  the  two  racial  groups  resulting  from  controlling  for  age  ana,  indirectly,  length 
of  service  and  paygrade,  Indicates  that  these  three  variables  may  account  for  a  large  part 
of  the  overall  differences  in  hospital  admission  rates.  When  age  is  controlled,  the  risk 
of  nospital  admissions  among  Slacks  40  years  and  older  is  eliminated.  On  the  other  hand. 
Blacks  in  tne  25-29  and  30-39  age  groups  become  at  risk  for  accidents,  poisonings  and 
violence;  and  those  in  the  30-39  age  group  Become  at  risk  for  diseases  of  the  skin  and 
suocutaneous  tissue.  Despite  tnese  variations  in  tne  nealtn  risks  of  individual  subgroups 
of  Blacks  and  Caucasians,  tne  excess  risk  of  total  nospital  admissions  among  Blacks 
remains  after  age  and,  indirectly,  paygrade  and  length  of  service  nave  been  taken  into 
consideration.  However,  multivariate  regression  analyses  are  necessary  to  determine 
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exactly  how  much  of  tne  difference.  Both  in  overall  nospi ca I i rations  ana  in  hospitali¬ 
zations  in  eacn  diagnostic  category,  is  accounted  for  By  a  combination  of  tnese  tnree 
variables. 

Occupation  is  another  possible  explanation  for  the  overall  differences  Between  the  two 
racial  groups.  If  the  differences  in  age-adjusted  hospi tal i zat i on  rates  are  a  product  or 
differences  in  socioeconoalc  status,  as  measured  by  occupation,  then  controlling  for  this 
status  would  presumably  eliminate  the  remaining  differences.  inis  result  would  also  lend 
support  to  the  minority  status  theory  (28)  which  attributes  differences  in  health  risks  to 
differences  in  socioeconomic  status.  Previous  research  has  shown  that  tne  two  racial 
groups  are  dl sproport ionately  represented  in  various  Navy  occupational  categories  (24)  ana 
that  unspecial tzed  and  ‘blue  collar*  occupations  have  significantly  higner  hospitalization 
rates  tnan  specialized,  ‘white  collar*  occupations  (29).  The  fact  tnat  significant 
differences  remain  after  occupation  has  been  controlled  for,  nowever,  indicates  tnat  race 
predicts  hospital  admissions  independent  of  occupation  for  the  majority  of  the  members  of 
both  racial  groups.  Those  occupational  groups  in  wnich  Caucasians  are  at  greatest  risk 
relative  to  Blacks  are  predominately  unspecialized  (i.e.,  seamen,  firemen,  airmen). 

Education  may  also  be  employed  as  an  Index  of  socioeconomic  status  and  used  to  explain  the 
differences  between  the  two  racial  groups.  Unlike  occupation  or  paygrade,  education 
provides  an  index  of  socioeconomic  status  prior  to  entry  into  the  military  and  a  more 
accurate  reflection  of  the  social  and  envi ronmental  agents  leading  to  cultural  patterns  of 
stress  behavior.  The  Hospital ization  rates  of  Caucasian  males  confirm  tnis  nypothesis  by 
demonstrating  an  inverse  relationship  between  education  and  nealth  risks.  Moreover,  in 
all  disease  categories  but  accidents,  poisonings  and  violence,  controlling  for  age  and 
education  eliminates  differences  in  health  risks  between  Blacks  and  Caucasians  with  a 
years  or  less  of  formal  education.  In  tne  categories  of  diseases  of  the  skin  and 
subcutaneous  tissue,  diseases  of  tne  musculoskeletal  system,  symptoms  and  ill-defined 
conditions,  accidents,  poisonings  and  violence,  and  supplementary  classifications, 
differences  between  col lege-educated  Blacks  and  Caucasians  are  eliminated.  This  evidence 
would  appear  to  support  the  minority  status  hypothesis. 

However,  our  results  raise  tne  question  of  why  college-educated  Blacks  have  such  htgn 
rates  and  are  at  such  great  risk  for  hospital  admissions,  relative  to  college-educated 
Caucasians.  If  education  is  a  measure  of  socioeconomic  status,  then  these  findings  are  in 
direct  opposition  to  tne  minority  status  theory  wnich  posits  an  Inverse  linear  relation¬ 
ship  between  disease  and  education  among  Blacks  and  throw  into  doubt  tne  assertion  that 
the  ntgn  risk  for  Illness  among  Blacks  is  due  to  confounding  by  socioeconomic  status. 

A  possible  explanation  for  tnis  discrepancy  Is  tnat  college-educated  Blacks  may  nave 
greater  expectations  of  upward  mobility  than  their  Caucasian  counterparts  or  Blacks  witn 
less  education.  Possessing  a  college  education  is  normally  an  indicator  of  such  mobility 
in  American  society  and  especially  so  among  Blacks  wno  nave  traditionally  occupied  the 
lower  levels  of  tne  socioeconomic  scale.  In  addition,  college-educated  Blacks  wno  enlist 
in  tne  Navy  may  be  frustrated  by  their  Inability  to  utilize  this  resource  for  upward 
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mobility  because  of  tne  lock  of  employment  opportunities  in  civilian  life,  tven  tnougn 
place  and  Caucasian  college-educated  nates  nave  similar  experiences  in  tne  navy,  tne  gap 
between  expectations  and  capaoilities  nay  oe  greater  for  Places  tnan  Caucasians.  Tne 
greater  tne  gap.  tne  greater  the  risk  for  disease  Because  of  the  stress  generated  By  tne 
gap.  This  would  tie  in  witn  Fried's  (30)  argument  tnat  stress  may  result  from  frustrated 
attempts  at  upward  nobility.  The  fact  tnat  college-educated  Blacks  are  particularly  at 
risk  for  the  diagnostic  categories  of  mental  disorders  and  accidents,  poisonings  and 
violence,  botn  of  enlch  nay  be  vieaed  as  stress-related.  Mould  support  tnis  hypothesis. 

Further  support  for  the  status-stress  hypothesis  is  provided  by  the  risk  of  hospitali¬ 
zation  aaong  Caucasian  males  in  un spec  1  a  1 1  zed  occupations  such  as  seamen  and  airmen  or 
employed  as  hospital  corpsnan.  Jones  and  his  associates  (31)  reported  tnat  Placx  sailors 
tended  to  nave  nore  positive  attitudes  touard  the  Navy  than  were  found  for  their  Caucasian 
counterparts  and  that  such  differences  were  due  to  lowered  expectations  ratner  tnan 
differences  in  perceived  work  conditions.  A  study  by  booth  and  Newman  |32)  concluded  tnat 
Blacks  who  had  lower  aptitude  and  motivation  scores  when  they  entered  paramedic  training 
in  the  Navy  tended  to  perform  as  well  if  not  better  than  did  the  Caucasian  trainees.  The 
authors  concluded  tnat  minorities  either  seem  to  have  met  or  surpassed  their  expectations 
of  the  work  situation  while  Caucasians  were  experiencing  status  di screpancies  leading  them 
to  feel  less  fulfilled  as  corpsmen,  thus  accounting  for  lower  rates  of  job  survival.  Such 
status  discrepancy  mignt  also  account  for  the  higher  rate  of  hospitalization  among 
Caucasian  hospital  corpsmen  than  among  Black  corpsmen. 

While  education,  occupation  and  paygrade  provide  indices  of  socioeconomic  status  with 
which  to  examine  tne  minority  status  hypothesis  in  accounting  for  racial  group 
differences,  the  breakdown  of  hospital  admissions  by  diagnostic  groups  and  the  examination 
of  specific  diagnoses  provide  a  basis  for  examining  the  role  of  genetic  and  cultural 
factors.  Among  Blacks,  the  risk  for  certain  diseases  such  as  sickle  cell  anemia  nas  an 
obvious  genetic  component  and  can  be  explained  In  tnese  terms.  In  the  seven  diagnostic 
categories  where  significant  racial  group  differences  were  found,  the  risk  for  nospital 
admissions  can  be  attributed  to  the  two  categories  of  sociocultural  components  listed 
above.  For  example,  tne  practice  of  not  circumcising  male  Black  infants  represents  a 
combination  of  cultural  beliefs  and  practices,  and  the  difficulty  of  access  to  adequate 
medical  facilities  for  many  Black  Americans.  The  nigh  rates  for  supplementary  classifi¬ 
cations,  usually  hospital  admissions  for  observation,  also  reflect  the  Improved  access  to 
nealtn  care  provided  to  Blacks  by  the  Navy.  This  is  suggested  by  the  fact  tnat  racial 
group  differences  disappear  when  socioeconomic  status,  measured  by  education,  is  taken 
into  consideration.  This  would  correspond  with  the  findings  of  studies  in  tne  general 
population  which  demonstrate  a  correlation  between  socioeconomic  status  and  modern  nealtn 
care  utilization. 

The  high  rates  of  nospital  admissions  among  blacks  for  mental  disorders  sucn  as  scnizo- 
phrenia  and  otner  psychoses,  diseases  of  tne  musculoskeletal  system,  asthma,  and  anal  and 
rectal  abcesses  and  the  high  risk  among  Caucasians  for  diseases  of  the  s<>'  and 
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subcutaneous  tissue  and  accidents,  poisonings  and  violence,  nay  provide  some  indication  of 
tlte  interaction  Between  genetic  pred  i  spos  i  1 1  on  and  cultural  Beliefs  and  practices 
involving  perception  and  response  to  stress.  Adeolnpe  (33)  argues,  for  example,  tnat  tne 
rise  among  Blacks  for  diagnoses  of  scni zophreni a  and  other  psycnoses  may  be  due  to 
cultural  differences  between  patient  and  pnyslcfan.  Cu 1 1 ura  I  ly-patterneo  responses  to 
stress  include  many  of  the  symptoms  which  underty  a  diagnoses  of  schizophrenia.  The  nign 
risk  of  hospital Izatlon  among  Blacks  for  symptoms  and  ill-defined  conditions  may  reflect 
the  cultural  pattern  of  coping  with  stress  through  somatization  (27).  Utner  stress- 
related  disorders  may  indicate  a  particular  combination  of  dietary  preference,  environ¬ 
mental  exposure,  and  genetic  predisposition  which  differs  among  Blacks  and  Caucasians 
(34).  The  pattern  of  hosp  1  ta 1 1 zat i on  for  these  seven  disease  categories  also> reveals 
significant  racial  group  differences  In  the  factors  which  precipitate  s t ress -re  1  a  ted 
disorders.  The  highest  rates  among  Both  Blacks  and  Caucasians  appear  among  recruits  wno 
are  exposed  to  a  new  social  environment,  a  phenomenon  observed  among  recruits  in  other 
branches  of  tne  service  as  well  (3S-36).  However,  this  environment  appears  to  adversely 
affect  Caucasians  to  a  much  greater  degree  than  it  does  Black  males.  This  difference  may 
be  due  to  the  greater  discrepancy  between  expectations  and  capabilities  among  Caucasians 
or  the  greater  ability  of  Blacks  to  adjust  to  thu  rigidly  structured  environment.  This 
might  account  for  the  higher  risk  among  Caucasians  for  such  stress-related  problems  at 
mental  disorders  and  accidents,  poisonings  and  violence,  and  diseases  of  the  skin  and 
subcutaneous  tissue  at  this  time  In  their  enlistment  when  most  are  Initially  placed  in 
unspecialized  occupations.  In  turn.  Blacks  appear  to  be  at  greater  risk  for  hospitali¬ 
zation  for  stress-related  problems  after  having  been  In  the  Navy  for  a  few  years,  perhaps 
reflecting  tneir  frustration  at  not  having  met  Increased  expectations. 

CONCLUSION 

The  results  from  tnls  study  Indicate  that  the  health  status  of  Black  males  in  the  U.S. 
Navy  has  Improved  considerably  In  the  past  decade  such  that,  by  1979,  there  were  no 
significant  racial  differences  In  overall  hospital  admission  rates.  Significant  racial 
group  differences  where  found,  however,  in  the  risk  of  hospl ta 1 1 za 1 1  on  In  seven  of  the 
sixteen  diagnostic  categories  examined.  When  the  potential  confounding  variables  of  age, 
length  of  service,  paygrade,  occupation,  and  education  are  taken  into  consideration, 
differences  In  health  risks  are  eliminated  for  many,  but  not  all,  of  the  members  of  these 
two  racial  groups.  Caucasian  recruits  who  are  less  than  20  years  of  age,  nave  served  in 
tne  Navy  for  less  than  one  year,  and  are  Els  or  E2s,  and  college-educated  Blacks  wno  are 
between  tne  ages  of  25  and  29  and  E5s  appear  to  be  particularly  high  risk  groups. 

In  an  attempt  to  provide  an  explanation  for  the  differences  in  nealtn  risks,  two  sets  of 
sociocultural  factors  were  considered.  Analyses  of  the  data  presented  lent  support  to  the 
Importance  of  minority  status  and  cultural  orientations  toward  stress  and  health  care. 
While  controlling  for  education  appears  to  suggest  that  socioeconomic  status  accounts  for 
mucn  of  the  difference  In  health  risks  among  Blacks  and  Caucasians,  the  pattern  of  racial 
differences  In  certain  occupations  and  tne  observed  relationship  between  education  and 
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nospi  ta  1  i  zat  1  ons  among  Blacks  Doth  suggest  otherwise.  Differences  in  tne  type  at  st'-ess- 
related  illnesses  exnipited  dy  these  two  groups  also  suggest  a  comoination  or  :enet'c 
predisposition  and  cultural  patterns  of  response  to  stress  in  a  uniform  environment. 

Based  on  tnis  study,  five  suggestions  can  he  made.  Hirst,  further  study  snould  oe  tor- 
ducted  to  understand  why  Caucasian  recruits  are  at  greater  risx  for  hospital  admission 
tnan  Black  recruits.  Previous  research  (31,  37)  has  indicated  that  expectations  and 
perceptions  are  important  predictors  of  effectiveness  in  the  Navy.  Tne  results  presented 
here  suggest  that  expectations  and  perceptions  of  Navy  recruits  vary  witn  race  and  educa¬ 
tion  and  may  account  for  differences  in  hospital  admissions  rates.  Pernaps  the  answer 
lies  in  redefining  tne  objectives  of  the  unspecialized  occupations  sucn  that  recruit 
expectations  are  met.  Second,  it  would  appear  that  an  expansion  of  opportunities  for 
particular  high-risk  groups  such  as  col  1 ege-educated  Blacks  may  help  to  reduce  tne  discre¬ 
pancy  between  expectations  and  capabilities  in  the  Navy,  thus  also  reducing  tne  number  of 
hospital  admissions.  Third,  greater  awareness  among  enlisted  personnel  as  to  tne  poten¬ 
tial  health  risks  of  culturally-influenced  stress-coping  strategies  may  nelp  to  reduce  tne 


risk  for  particular  stress-related  disorders.  Fourth,  more  detailed  research  needs  to  oe 
conducted  to  provide  an  unders tand 1 ng  as  to  why  the  variations  In  hosp i t a  1 i za t i on  by 
diagnostic  categories  between  Blacks  and  Caucasian  males  assume  the  patterns  observed  in 
tnis  study,  uny,  for  example,  are  Caucasians  generally  at  higher  risk  for  accidental 
injuries  while  Blacks  have  a  higher  risk  for  musculoskeletal  diseases.  Finally,  inasnucn 
as  the  two  racial  groups  potentially  represent  more  than  two  different  etnnic  groups,  an 
adequate  examination  of  these  two  theoretical  orientations  requires  a  prospective  study  of 
two  or  more  ethnic  groups  (sucn  as  Filipinos,  Puerto  Ricans,  Hex  1  can - Ame r 1 ca n s  ,  and  so 
on). 
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